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Introduction
An effective psychiatric Consult Liaison (CL) service is 
crucial for inpatient medical facilities. There are high 
rates of mental and substance abuse disorders among 
hospital patients,1 which can exacerbate medical 
conditions and lead to more frequent or prolonged 
admissions.2 Numerous patients also present with 
cognitive impairments that complicate or delay treat-
ment and discharge planning, and timely access to 
CL services has been demonstrated to reduce patient 
length of stay.3-5 While CL has historically been con-
sidered a subspecialty of psychiatry, a CL team that 
includes psychology may strengthen the ability of 
these teams to improve outcomes in hospital settings. 
Including psychologists and psychology trainees on 
CL teams is also important to meet clinical needs by 
drawing on the growth in the psychology workforce,6 
particularly given the shortage of psychiatrists.7
The available literature generally describes and pro-
vides guidance for the practice of psychology in medi-
cal settings.8-12 However, literature regarding the role 
of psychologists and psychology trainees on CL teams 
is sparse. In the earliest report we found, Gabinet and 
Friedson reported that psychologists’ knowledge of 
psychological testing and ability to facilitate commu-
nication between the patient and the hospital team 
offered distinct advantages to a CL service.13 Schen-
kenberg et al noted at that time there were relatively 
few psychologists working in non-psychiatric medical 
settings and reported their experience on a CL team 
at a VA medical center.14 The authors noted strong 
support by physicians for the expertise of clinicians 
skilled at managing psychological factors in the etiol-
ogy and treatment of medical disease. Schmaling and 
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Abstract
Introduction: The psychiatric Consult Liaison (CL) service in a general hospital setting provides a 
fertile environment for psychological service and training. There is significant potential for future 
growth, both in terms of including psychology on CL teams and in training future psychologists in 
this setting, due to increased health care demands coupled with anticipated shortages in medi-
cine and psychiatry. We expand upon the previous literature on psychology practice and training 
in medical settings with a specific focus on a CL service. 
Methods: We evaluated the role of psychology and the structure of psychology training on a CL 
service at Denver Health Medical Center. We assessed the type and frequency of referrals, along 
with actual case examples that demonstrate the benefit of psychology on a CL team. We further 
outlined training elements to teach psychologists to be important contributors to CL teams. 
Results: Between 2008 and 2015 there were 1,462 (SD=221.0) cases referred to the CL team an-
nually on average, including a wide range of presenting concerns and psychopathology. CL cases 
provided numerous opportunities to use and build upon skills in evaluation and diagnostic as-
sessment, risk assessment and suicidality, capacity assessment, neuropsychological testing, and 
brief psychotherapy and interventions. Program evaluation data indicated high opinions of the 
training experience among current and former psychology interns.  
Discussion: Findings demonstrate that including psychology on the CL team has been beneficial 
for both training and clinical service.
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colleagues reported that the addition of psychology 
trainees can significantly increase the capacity of a 
CL team, with psychology trainees capable of seeing 
as many patients as a psychiatry resident.15 Finally, a 
review of 48 CL teams in pediatric settings indicated 
that the average full-time equivalent (FTE) for at-
tending psychologists is .27 versus an average FTE 
for attending psychiatrists at .44.16 A similar finding 
was observed with pre-doctoral psychology trainees 
having an average FTE of .18 compared to an average 
FTE of .44 for a child psychiatry fellow. This suggests 
increased psychologist time on CL teams may be war-
ranted.
We expand upon the previous literature on psychol-
ogy practice and training in medical settings with a 
specific focus on a CL service. First, we describe the 
range and frequency of conditions seen by the CL 
service. We then illustrate the contributions of psy-
chology in the assessment and treatment of referred 
patients. We further highlight teaching points through 
case examples. Finally, we provide a framework for 
incorporating psychology training into a CL service. 
Methods
We examined the role of psychology and training con-
siderations on the Behavioral Health Services’ CL team 
at Denver Health Medical Center, an urban teaching 
hospital serving as a safety net facility for the region’s 
underserved and underinsured populations. The 
CL service operates by request from other hospital 
teams, such as intensive care, obstetrics, neurology, 
orthopedics, and rehabilitation, to meet the needs of 
patients with a concurrent behavioral health concern. 
The multidisciplinary CL team is comprised of a clinical 
nurse specialist who addresses substance use disor-
ders, 3 rotating attending psychiatrists, a part-time 
attending psychologist, a second-year psychiatry resi-
dent, and a pre-doctoral psychology intern. The team 
also regularly has students from physician assistant 
and medical school programs. Cases are equally di-
vided among trainees. The psychology intern regularly 
staffs cases with the psychiatrist. Psychiatry residents 
also receive supervision on topics falling within the 
scope of practice of the attending psychologist.
Psychology trainees were first included on the CL 
service in 2006. The training experience is currently 
structured as a 3-month, full-time rotation, with an 
additional part-time elective available 1 day per week. 
Thus, there are 1 to 2 psychology interns serving on 
the CL service at a time. Thirty-five psychology train-
ees have completed the rotation as of December, 
2015. Trainees develop skills performing CL services 
through graded supervision by psychology, psychiatry, 
and neuropsychology faculty. Interns become increas-
ingly independent with demonstrated skill while 
receiving ongoing supervision and having their notes 
reviewed, edited, and co-signed. Formal didactic in-
struction further assists psychology trainees in acquir-
ing necessary base knowledge for working in health 
care settings.
We focused on describing and assessing functional 
areas needed on a CL service that are within psychol-
ogy’s scope of practice,17 including evaluation and di-
agnostic assessment, risk assessment and suicidality, 
capacity assessment, neuropsychological testing, and 
brief psychotherapy and interventions. We assessed 
the frequency and type of primary presenting con-
cerns among referred cases, which are tracked daily 
by CL team members in a Microsoft Access database. 
To provide relevant case examples, we conducted 
chart reviews and gathered additional information 
from the treating clinicians. We determined key 
components of training psychology interns on the 
CL service by reviewing and summarizing the trainee 
curriculum and supervision protocols, in addition to 
gathering qualitative themes from oral and written 
feedback from interns, psychologist supervisors, and 
other CL team members. We specifically evaluated 
perceptions of training quality among interns with 
a year-end program evaluation completed between 
2010 and 2014. For program evaluation purposes, 
we also compiled responses from a post-internship 
survey, which was completed for training years 2010 
through 2013. 
Results
Evaluation and Diagnostic Assessment
Diagnostic assessment was provided for all referred 
cases. Between 2008 and 2015 there were 11,694 
unique cases referred to the CL team, with an average 
of 1,462 cases annually (SD=221.0). There was a wide 
range of presenting concerns and psychopathology 
among referred patients, as seen in Table 1. 
Training Experience: Psychology interns honed di-
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agnostic skills while learning to provide quick and 
accurate assessment on the CL service. Trainees also 
had the opportunity to observe greater acuity of 
comorbid psychiatric and medical pathology than in 
many common internship settings such as outpatient 
mental health clinics, primary care medical clinics, 
or university counseling centers. Measures used in 
making diagnostic determinations included structured 
mental status examinations (eg, Montreal Cognitive 
Assessment18) and other self-report measures (eg, 
Beck Depression Inventory-II [BDI]19; Beck Anxiety 
Inventory [BAI]20). Teaching points included the impor-
tance of ruling out delirium or other medical disorders 
that may falsely present as psychiatric symptoms.21 
Trainees also learned to adapt their interview style to 
a hospital environment. For example, patients may be 
intubated and unable to engage in verbal interview-
ing, requiring adjustments such as using pen and pa-
per and asking primarily yes/no questions, instead of 
psychology’s usual emphasis on open-ended queries. 
Risk Assessment And Suicidality
Suicidality was present in 19.5% (n=2,284) of cases 
between 2008 and 2015. High acuity presentations 
included survived self-inflicted gunshot and puncture 
wounds, overdosed medication ingestions, motor 
vehicle collisions, and jumping from heights. Psycho-
logical evaluation was concurrent with medical care. 
Psychologists and psychology interns provided assess-
ment and short-term psychotherapy, which is essen-
tial when a patient’s medical course requires lengthy 
hospitalization. We have found psychologists and psy-
chology interns are well-suited to provide dual assess-
ment and treatment. In contrast, attending psychia-
trists and psychiatry residents have at times preferred 
to focus on much-needed medication management 
considerations rather than psychotherapy needs. 
Training Experience: Psychology interns were in-
structed to verify whether a patient has been de-
tained involuntarily, clarify history of mental illness, 
and gather collateral information. The focus was on 
assessing safety for discharge back to the community 
and identifying patients who require transfer to an 
inpatient psychiatric unit when medically cleared. 
Teaching points included assessment of risk factors for 
suicidal behavior after discharge, including whether 
the patient has a substance abuse problem, history 
of self-harm, chronic medical condition, major psy-
chiatric diagnosis, or is experiencing hopelessness 
or despondency. Risk assessment also considered 
whether the patient is male, single, adolescent, or 
elderly.22-23 Psychology interns were further expected 
to understand the medical complexities following sui-
cide attempts. For example, interns were instructed 
in interpreting toxicology studies following overdose 
and understanding rehabilitation prognoses for other 
self-injuries.
Capacity Assessment 
Numerous referrals to the CL service were to evaluate 
capacity to make medical decisions, with 730 (6.2%) 
total consultation requests from 2008 to 2015. Capac-
ity assessments began with reviewing the patient’s 
chart and speaking with the primary hospital team 
regarding the patient’s medical condition and recom-
mended treatment. Patients were then interviewed 
to determine their ability to: (1) state a preference 
regarding treatment, (2) understand pertinent infor-
mation, (3) acknowledge potential consequences of 
their diagnosis and resulting decision for care, and 
(4) engage in reasoning about different care options. 
Gathering collateral information from family, friends, 
and outpatient providers has also been helpful to 
identify the patient’s thinking and behavior in other 
settings. 
In our experience, many referred patients had intact 
decision-making capacity, but rather there was dis-
cord between the patient and their primary team that 
resulted in a patient’s resistance to medical recom-
mendations. In many cases, patients have risked 
poor health outcomes by refusing recommended 
treatment, primarily due to dissatisfaction with their 
providers. Psychology interns and psychologists have 
been particularly adept in gaining resolution with 
expertise in rapport-building and motivational in-
terviewing. They have identified patient needs and 
provided suggestions to the medical team to facilitate 
optimal patient care. Concurrently, they have worked 
to build the patient’s trust and satisfaction in their 
medical team and worked toward an agreement be-
tween them. 
Training Experience: Interns receive training on the 
conceptual background and structure of capacity eval-
uations based on the handbook on assessment of ca-
pacity co-published by the American Bar Association 
and American Psychological Association,24 as well as 
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Appelbaum’s capacity determination model.25 Train-
ing emphasizes the patient’s “right to folly” or make 
a contraindicated treatment decision, barring lack of 
decision-making capacity due to cognitive dysfunction 
or psychiatric condition. To understand whether the 
patient fully appreciates their condition and recom-
mended treatment, interns must become well-versed 
in pathophysiology of presenting medical conditions 
and risks of refusing care. Key distinctions between 
global intellectual functioning and specific capacity 
for medical decision making are discussed so that the 
intern has an understanding of the nuances of such 
assessments, as illustrated in Case Example 1. Interns 
are also exposed to applicable local laws regarding 
determination of capacity. Psychology interns receive 
direct supervision on their capacity evaluation cases 
by attending psychiatrists and psychologists on the CL 
service as they work toward becoming independent 
evaluators.  
Case Example 1. Capacity Assessment
Mr A was an African-American male in his thir-
ties who was admitted for severe congestive 
heart failure exacerbation. Mr A requested 
discharge against medical advice, prompting 
referral for a capacity assessment. Evaluation 
by a psychology intern revealed he did not 
lack capacity to make his own medical deci-
sions, but rather felt mistreated by the medi-
cal team. The patient had been instructed to 
capture his fluid output when voiding; how-
ever, he was placed in a 4-person room that 
offered little privacy. Subsequent chaffing with 
hospital staff over his noncompliance left him 
feeling disrespected and thus desiring dis-
charge. By recognizing these solvable impedi-
ments to his care, the psychology intern was 
able to affirm his decisional capacity, convey 
his biopsychosocial needs, and advocate for 
moving the patient to a private room, leading 
to a safer outcome. 
Neuropsychological Testing
Psychology interns further contributed on the CL team 
by providing neuropsychological assessment, which 
is often required to finalize capacity determinations 
regarding ability to make medical decisions or live 
independently. Neuropsychological assessment has 
been performed exclusively by psychology interns and 
the attending neuropsychologist on the CL service. Be-
tween 2008 and 2015, the yearly number of patients 
referred for neuropsychological assessment, who did 
not refuse to participate, ranged from 8 to 35. With 
the exception of 2008, the majority of neuropsycho-
logical evaluations were completed by the psychology 
interns, ranging from 42% in 2008 to 81% in 2014. 
In addition to a clinical interview, a standard inpatient 
battery included the Repeatable Battery for the As-
sessment of Neuropsychological Status,26 a screening 
tool covering cognitive domains of attention, immedi-
ate and delayed memory, language, and visuospatial/
construction skills. Executive functioning was assessed 
with subtests of the Delis-Kaplan Executive Function 
System,27 practical problem solving was evaluated 
with the Independent Living Scale,28 and premorbid 
intellectual ability was estimated with the Test of Pre-
morbid Functioning.29 Common psychological symp-
toms were assessed with the BDI,19 BAI,20 and Beck 
Hopelessness Scale.30 Other tests were added to the 
core battery as necessary to competently evaluate the 
patient and render a diagnosis and recommendations. 
For example, effort was assessed with the Dot Count-
ing Test31 or Test of Memory Malingering.32
Training Experience: Training consisted of didactic 
instruction, observation, supervision, and direct pa-
tient contact. Seminars were presented on neuropsy-
chology in the medical setting, testing batteries, and 
common neurocognitive disorders. Psychology interns 
were trained to use a time-sensitive, semi-flexible 
battery of tests to best address the referral question.33 
Interns initially observed a neuropsychologist perform 
a complete evaluation. Test administration and scor-
ing were supervised by a staff neuropsychologist, with 
interns first required to complete at least 1 evalua-
tion under direct, live supervision. Trainees similarly 
drafted reports and chart notes that were edited by a 
supervisor, with increasingly independent authorship 
over time. See Case Example 2 for a case example of 
neuropsychological testing.
Case Example 2. Neuropsychological Testing
Mr B was a college-educated, Latino man in his 
sixties who presented with subdural and intra-
parenchymal hemorrhages after being found 
unconscious. Medical treatment was compli-
cated by alcohol withdrawal, seizures, hypona-
tremia, aspiration pneumonia, and delirium. 
His delirium cleared sufficiently for evaluation 
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a month into admission. Although Mr B was 
alert and cooperative, he lacked insight into 
his medical condition or the circumstances of 
his hospital admission. Neuropsychological as-
sessment was required after determining that 
Mr B lacked medical decision-making capacity. 
Evaluation revealed severely impaired atten-
tion and executive function despite relatively 
intact language skills, which confirmed he 
lacked capacity for medical decision-making 
and independent living. He remained hospital-
ized for over a month due to behavioral issues 
that hindered placement. The CL service was 
again consulted to determine if he had im-
proved sufficiently for discharge to indepen-
dent living. Mr B demonstrated little improve-
ment in his cognitive abilities on the repeat 
evaluation, again indicating lack of capacity 
for independent living. The intern was able to 
clarify his deficits to the medical staff, belying 
his relatively improved presentation, and avoid 
a potentially unsafe discharge plan. 
Brief Psychotherapy and Interventions
Other cases referred to the CL service have war-
ranted brief psychotherapy or other psychological 
interventions. Although there is no data on the exact 
frequency of cases necessitating psychotherapy, we 
anecdotally concluded that therapeutic interventions 
have been indicated in many cases. We have found 
there are multiple stressors for hospitalized patients 
for which therapy can be beneficial, including lengthy 
stays; inactivity; limited functioning; confinement; 
acute health crises; inadequate patient-physician 
communication; and large, frequently-changing treat-
ment teams. In addition, many medical patients have 
presented with psychopathology that is pre-existing 
or results from the stress of physical illness and hos-
pitalization. We found psychologists and psychology 
trainees on the CL team have served a valuable role 
to ameliorate patient distress and promote recovery 
with an emphasis on stress-coping interventions, 
promoting health behavior change, improving com-
munication, and overall empathic style. 
Training Experience: Providing psychotherapy and 
other interventions for medical patients in turn 
affords valuable health psychology experience for 
interns. The hospital setting requires interns adjust to 
factors like frequent interruptions, inability to have 
a pre-planned number of treatment sessions, unan-
ticipated discharge timing, variable caseloads, and 
unscheduled sessions. Trainees build upon previous 
therapy skills, which they are encouraged to adapt to 
the medical setting. For an example of Brief Psycho-
therapy, see Case Example 3.
Case Example 3. Case example of Brief Psycho-
therapy
Ms C was a Caucasian woman in her forties 
who was admitted for an anticipated year-long 
stay to repair wounds from past gastro-intesti-
nal surgeries. The patient’s pre-existing de-
pression quickly worsened, which her primary 
medical team initially treated with an antide-
pressant patch. The primary medical team also 
placed Ms C on water restrictions, which led to 
intense cravings, fears of dehydration, non-
compliance, and chaffing with medical staff. 
Counseling with a psychology intern consisted 
of (1) reducing distress around poor health 
and uncertain prognosis, (2) behavioral activa-
tion to increase pleasurable activities, and (3) 
structured interventions to improve compli-
ance with treatment recommendations and 
patient-provider communication. Cognitive 
restructuring reduced cravings and feelings 
of punishment when confronted. Anticipating 
future cravings, Ms C implemented a behavior 
plan to ask nurses for extra support and to ver-
ify her hydration level. The intern reinforced 
high self-efficacy behaviors, including Ms C 
keeping her own progress chart and manag-
ing wound care after nurse instruction. Ms C 
further worked with the psychology intern to 
communicate assertively and prepare ques-
tions in advance of provider visits. In working 
with the medical team, the psychology intern 
helped foster increased empathy and under-
standing of Ms C’s psychosocial needs. Ms C 
was sufficiently healed to transfer to a lower-
acuity care center months earlier than expect-
ed. Brief counseling appeared to improve Ms 
C’s depression and overall health, contributing 
to a shortened hospitalization and a more sat-
isfactory experience for both the patient and 
medical team. 
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Other Training Considerations
Formal didactic instruction has assisted psychology 
trainees in acquiring necessary base knowledge for 
working in health care settings and on CL teams. 
Interns have participated in seminars on legal issues 
in mental health (eg, mental health holds and certifi-
cations, emergency or involuntary medications, and 
use of restraints), use of interpreters, and community 
resources to support patients after discharge. Essen-
tial special topics have further included psychophar-
macology, substance use issues, and communication 
in health care settings. 
Psychopharmacology
Psychology interns were required to become familiar 
with general psychopharmacology. Psychology train-
ees received didactic instruction on psychopharmacol-
ogy from psychiatrists, advanced psychiatry residents, 
and psychiatric pharmacists, including recommended 
treatments, common adverse effects, and contraindi-
cations. Interns increased their knowledge of medi-
cations that cause delirium. Professional and ethical 
issues of dialoging with patients and medical staff 
about medications as non-prescribers were also ad-
dressed.34
Drugs of Abuse
Interns participated in a series of didactic seminars 
on drugs of abuse—essential as substance use was 
the most frequent reason for consult. Substance-
related disorders were present in 52.1% (n=6,089) of 
cases between 2008 and 2015. Interns familiarized 
themselves with drug classes and frequently-used 
substances. They received instruction on physiological 
underpinnings of substance abuse and dependence, 
including pharmacokinetics, neuroanatomy, and 
neurotransmitter involvement. Seminars presented 
screening tools that can be used in hospital settings to 
detect substance abuse or dependence. For example, 
brief alcohol screening tools include the Alcohol Use 
Disorders Identification Test35 and the Brief Michigan 
Alcoholism Screening Test.36 Substance abuse treat-
ment models were discussed, including both psycho-
logical and pharmacological interventions. 
Roles and Communication in Health Care Settings
Interns learned that primary medical teams retain 
authority for care management decisions. The CL 
team acts as consultants and makes most recom-
mendations to medical teams rather than directly to 
patients. Whether recommendations can be made 
directly to patients or their families should be clari-
fied in advance. Psychology and psychiatry attendings 
educated interns about the concise and quick delivery 
needed for all communication to the referring team. 
Psychology interns often reported limited confidence 
upon immersion into a medical culture, often for the 
first time. Hospital staff and patients may be unfamil-
iar with the role and skills of psychology interns or 
moreover lack understanding of the psychology field. 
Psychology interns may be uncomfortable declining 
requests for medical information or procedures by 
other staff who assume they are physicians or have 
extensive medicine training. Interns were encouraged 
to teach interdisciplinary providers about psychol-
ogy and its utility. In addition to developing working 
relationships with hospital staff, the interns were 
given structured opportunities to train medical and 
physician assistant students rotating through the CL 
service. Adapting to a hospital culture also involves 
quickly learning medical terminology and common 
abbreviations, which was accomplished through 
didactics, supervised chart reviews, and consultation 
with CL attendings and other medical teams.
Psychology interns on the CL team were also referred 
to as “psychology residents” to reflect their extensive 
prior clinical training and encourage greater recogni-
tion in a medical setting. Furthermore, psychologists 
and interns have worn a white coat alongside their 
physician counterparts to show equivalent stature and 
competency. In 2015 psychologists at Denver Health 
were granted hospital medical staff membership and 
privileges, which further supports psychology’s value 
in health care practice.37
Evaluation of the Training Experience
Program evaluation data at internship year-end found 
an average rating of 4.67 on a 5-point Likert scale 
(4=Very Good, 5=Exceptional) on an item for “under-
standing the consultative role” and the provision of 
coaching for this service. On the later post-internship 
survey, over 91% of former interns who participated 
in the CL rotation noted it was among “clinical ex-
periences or rotations that were especially helpful.” 
Interns frequently cited their CL rotation as providing 
a wealth of new learning that supports their future 
clinical endeavors. In turn, psychiatry attendings 
reported in annual evaluations of psychology interns 
that they are of significant value in managing CL refer-
73
Ritchie, Pierce, Dunn, Vierthaler, Yamato, Sheldon
rals and have a skillset that enhances patient care. 
Furthermore, consultations were able to be provided 
in a timely manner that is appreciated by the medical 
teams and may be associated with beneficial out-
comes for patient care.4 
Discussion
Our results demonstrate the importance of the CL 
service for providing care for medical inpatients, and 
including psychologists and psychology trainees to 
meet this aim. Psychology’s scope of practice appears 
appropriate for addressing many CL referrals, includ-
ing determining capacity to participate in treatment 
decisions, assessing danger to self or others, aiding 
differential diagnosis, evaluating certification status, 
improving treatment compliance, and treating psy-
chopathology through counseling. The need for psy-
chological interventions to be delivered by CL teams 
is further highlighted at inpatient hospitals where pa-
tient needs are critical and health care costs are high.
Our results also illustrate how a CL rotation can en-
hance the psychology internship experience. Psychol-
ogy students who receive training on psychiatric CL 
services are well-prepared to improve patient care in 
a range of settings. We recommend psychology train-
ing programs develop internship opportunities on 
psychiatry CL services, including partnering with local 
hospitals if needed. We hope our overview of psychol-
ogy practice and guidelines for psychology trainees 
on Denver Health’s CL team can facilitate establishing 
future training opportunities. 
Future directions for our CL service include continuing 
to promote recognition of behavioral health needs of 
hospitalized patients by their medical providers. We 
recommend to our medical and surgical colleagues in-
stituting automatic referrals based on new, life-alter-
ing medical diagnoses and pre-existing mental health 
conditions, as well as adopting routine screening 
protocols. We further need to substantiate the value 
of psychology services in hospital settings with data 
on patient health, patient and provider satisfaction, 
outcomes, and cost-effectiveness. Resulting evidence 
may serve to increase hiring of psychology person-
nel to address patient needs, promoting both future 
growth of the field and better integration of mental 
and physical health care.
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Tables
Table 1. Presenting concerns among psychiatric consult liaison service cases, 2008-2015
Presenting Concern n %
Mood Disorders
 Depression 2,196  18.8
 Bipolar 984 8.4
 Unspecified Mood Disorder 340 2.9
Anxiety Disorders
 Anxiety 701 6.0
Post-Traumatic Stress Disorder 421 3.6
Psychotic Disorders
 Schizoaffective Disorder 425 3.6
 Schizophrenia 409 3.5
 Psychosis 797 6.8
Substance-Related Dis-
orders
 Alcohol Abuse/Dependence 4,539 38.8
Other Substance Abuse/Dependence 1,550 13.3
Cognitive Disorders
 Delirium 652 5.6
 Dementia 321 2.7
 Capacity Evaluation 730 6.2
Danger to Self/Others
 Suicidal Ideation 1,070 9.1
 Suicide Attempt 1,214 10.4
 Aggression/Violence 179 1.5




Note: N=11,694. Yearly percentages total more than 100% as multiple consult reasons may be indicated for individual 
patients.
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